There is growing interest in the effectiveness of task shifting as a strategy for addressing expanding health care challenges in settings with shortages of qualified health personnel. The aim of this study is to examine the perception of stakeholders about the adequacy of training, supervision and support offered to community mental health workers (CMHWs) in Ghana. To address this aim we designed and administered self-completed, semi-structured questionnaires adapted to three specific stakeholder groups in Ghana. The questionnaires were administered to 11 psychiatrists, 29 health policy implementers/coordinators and 164 CMHWs, across Ghana, including 71 (43.3%) Community Psychiatric Nurses (CPNs), 19 (11.6%) Clinical Psychiatric Officers (CPOs) and 74 (45.1%) Community Mental Health Officers (CMHOs). Almost all the stakeholders believed CMHWs in Ghana receive adequate training for the role they are expected to play although many identify some gaps in the training of these mental health workers for the expanded roles they actually play. There were statistically significant differences between the different CMHW groups and the types of in-service training they said they had attended, the frequency with which their work was supervised, and the frequency with which they received feedback from supervisors. CPOs were more likely to attend all the different kinds of in-service training than CMHOs and CPNs, while CMHOs were more likely than CPOs and CPNs to report that their work is never supervised or that they rarely or never receive feedback from supervisors. There was disparity between what CMHWs said were their experiences and the perception of policy makers with respect to the types of in-service training that is available to CMHWs. There is a need to review the task shifting arrangements, perhaps with a view to expanding it to include more responsibilities, and therefore review the curriculum of the training institution for CMHWs and also to offer them regular in-service training and formal supervision.
Introduction
Recent years have seen growing interest in the effectiveness of task shifting as a strategy for addressing expanding health care challenges in settings with shortages of qualified health personnel (Jennings et al. 2011) . Task shifting has been well studied in both high and low resource settings and good patient outcomes have been consistently reported (Bedelu et al. 2007; Aarø et al. 2009; Chu et al. 2009; Armstrong et al. 2010 Armstrong et al. ,2011 . The World Health Organization (WHO) defines task shifting as 'the "rational" redistribution of tasks among health workforce teams; where specific tasks are moved, where appropriate, from highly qualified health workers to health workers with shorter training and fewer qualifications in order to make more efficient use of available human resources for health ' (WHO 2007 ' (WHO , 2010 . There are many examples of new professional cadres being developed, including: health extension workers being trained in 1 year in vocational schools in Ethiopia; assistant medical officers being trained in obstetrics in Mozambique; and physician assistants being trained in the USA to augment the health workforce (Pereira et al. 1996; Hooker 2006; Teklehaimanot et al. 2007; Roberts et al. 2008) . Task shifting is often introduced to enable professional workers to focus on more technical, life-saving roles and to expand coverage of effective interventions in areas with limited health personnel (Jennings et al. 2011) . In an international survey conducted by the World Psychiatric Association on ways to reduce the treatment gap for mental disorders, psychiatrist respondents acknowledged the important role of non-specialist providers (primary care doctors, non-medical health workers) in diagnosis, medication management and psychosocial support (Patel et al. 2010) .
For task shifting to be successful, several conditions are required such as regular supervision and exposure to technologic updates through in-service training. Any practitioner working in isolation can fall into the trap of inadvertently making the same mistakes and developing improper techniques and/or make incorrect decisions (Chu et al. 2011 ). Thus, while task-shifting to non-specialist health workers is a cost-effective way of improving outcomes in people with mental disorders, especially in low-and middle-income countries, continuing supervision, training and support from mental health professionals is required as an important component for quality of care. Yet, there can be resistance by higher cadres, given perceived lessening of hierarchal structures (Van Niekerk 2008) , loss of earnings (where remuneration includes fee for services), and the additional supervisory responsibilities that more skilled staff must assume (Philips et al. 2008; Zachariah et al. 2009 ). Barber et al found quality improvements at public health facilities in Indonesia that had at least one physician vs those that had none (Barber et al. 2007 ). However, the particular type of supervision and training is sometimes difficult to measure and replicate in other settings (Fulton et al. 2011) . The Ministry of Health in Mozambique suspended training of non-physician clinicians providing antiretroviral therapy until the training programme could be revised, because of poor quality of care results (Brentlinger et al. 2010) .
Ghana which is the focus of this study has practiced task shifting within its mental health care delivery system for several decades due to the absence of adequate numbers of trained psychiatrists. Ghana's mental health sector is funded primarily by the government and is supplemented by internally generated funds and donations. Total annual health expenditure is 7.8% of GDP (2011) and per capita expenditure is US$114. As of 2011, there are three mental health hospitals in the country with a total of 1322 beds (5.5 beds per 100 000 population), two of which are located in the capital city and the other located in the Central Region of Ghana, which also is in the south of the country. All of the hospitals are organizationally integrated with mental health outpatient facilities. The total number of human resources working in mental health facilities per 100 000 population is 7.82. The median rates of health workers per 100 000 population are slightly above those for the low-income country group, but far below the medians for other World Bank classified higher income country groups (see Table 1 ) (WHO 2011b) .
Four of the ten regions of Ghana have no psychiatrists and in most regions, mental health delivery, if available, is provided primarily by Community Psychiatric Nurses (CPNs), Community Mental Health Officers (CMHOs) and Clinical Psychiatry Officers (CPOs) (Roberts et al. 2008) who mainly work in a system called CHPS, which are Community-Based Health Planning and Services. In CHPS, CMHWs and community members are actively engaged as partners in the delivery of primary health care and family planning services. Community mental health workers (CMHWs) therefore serve as gate keepers of mental health for large sections of the Ghana population. The training and clinical responsibilities of these health cadres are as outlined in Table 2 . The training programme for CMHOs and CPOs were introduced in 2010 which the first batch graduating in 2011 and 2012, respectively. The programme for CPNs has been running for several decades.
In light of the significant role that CMHWs play within Ghana's public mental health delivery system through task shifting, it is important for them to be appropriately trained, supervised and supported so that they can adequately fulfil the responsibilities associated with their jobs. To our knowledge, no previous study has assessed stakeholders' perceptions about the adequacy of the training, supervision and support offered to CMHWs in Ghana. Thus, we sought to examine these issues and make recommendations to improve the training and supervision experience for CMHWs in Ghana based on our findings. Our research questions included:
• How do CMHWs, psychiatrists and health policy directors perceive the training offered to CMHWs in Ghana and does this training adequately prepare them for the roles they currently perform within Ghana's Mental Health Delivery System?
Key Messages
• Stake holders' perceive the training of community mental health workers to be adequate for the role they are expected to play but not the role they actually play within Ghana's mental health delivery system. • About a third of all community mental health workers rate the quality of the supervision they receive as either low or very low and many report that they receive no feedback from their supervisors.
• Stakeholders identify several challenges that hinder provision of supervision for community mental health workers • There is the need for Ghana's policy makers and coordinators to thoroughly review the task-shifting roles and the training and supervision arrangements for all community mental health workers to ensure that quality care is provided by these health cadres.
• How do CMHWs, psychiatrists and health policy directors perceive the supervision offered to CMHWs in Ghana and what are some of the challenges hindering the provision of adequate supervision for the CMHWs.
Methodology

Study design
The study design was a cross sectional survey with mixed quantitative and qualitative methods with both the quantitative and qualitative data being collected through self-administered paper-based questionnaires. The qualitative data comprised responses to open ended questions on the survey questionnaire. Purposive sampling was used to select CMHW respondents from all the 10 regions of Ghana so as to ensure regional balance in the responses while a convenience sampling approach was used for data collection from CMHWs within each region and for the health policy directors and psychiatrists.
Data collection and analysis
Initially, three self-administered semi-structured questionnaires with optional answers, including Likert scales, were developed by the research team to assess the general extent of task shifting within Ghana's mental health delivery system as well as the benefits and challenges associated with task shifting from the view point of CMHWs, psychiatrists and health policy directors. The questionnaires were pretested on two respondents in each category. They were revised based on the results of the pre-test before being administered to the respondents. They generally took 15 min to complete and no monetary or other incentives were provided to the respondents. Sections of the questionnaires assessed the adequacy of the training and supervisory provisions for the CMHWs, which is the focus of this study. These questionnaires have been provided as online supplements. Issues explored in these sections of the questionnaires included:
• How adequately has the training received by CMHWs in Ghana from mental health training institution prepared them for the role they currently play within their district? -Case detection and case management within the community, including monitoring patients' compliance with psychotropic medication.
-Case referral to District Medical Officers and psychiatrists.
The CPO distributed the questionnaires to CMHWs attending a conference at the College of Health Sciences at Kintampo in the Brong Ahafo Region in August 2013. Data collection from all the psychiatrists and health policy directors was facilitated by the lead investigator (V.I.O.A.) who distributed the questionnaires to the respondents. In the case of 26 of the health policy implementers, comprising mainly district and regional directors of health services, the investigator approached 33 of them at a regional performance review meeting organised by the Eastern Regional Health Directorate of whom 26 consented and participated in the survey. Two health policy directors from the Greater Accra Region and one from the Ashanti Region agreed to participate in the survey when the principal investigator visited them at their offices. Quantitative data were analysed using descriptive and inferential statistics with SPSS version 20. We compared some of the responses offered by the different CMHWs using chi-square and fisher's exact tests. Qualitative data compiled from the open ended questions of the survey questionnaire was subjected to manual thematic analysis and verbatim quotes that illustrate the dominant themes are used to support or explain the quantitative data in the 'Results' section of this article.
Results
Study participants
Overall 
Adequacy of the initial training received by CMHWs
Overall, 94.6% of all CMHOs, 100% of CPOs and 100% of CPNs expressed the view that the training they received from the mental health training institutions in Ghana adequately prepared them for their current roles. Notwithstanding this expression of confidence in the training received, 42 (56.8%) CMHOs, 7 (36.8%) CPOs and 31 (51.5%) CPNs said they could identify some gaps in their training, including: mental health issues in specific populations (including children and adolescents, old age, pregnant women and forensic or prison population), risk assessment and risk management, neurological disorders (especially the management of epilepsy), medico-legal issues in psychiatry, training in psycho-social interventions, use of seclusion and physical restraint techniques, report writing, team working, research methods and general administrative procedures, including the use of information and telecommunication technology. Some CHMOs and CPOs also identified the length of the practical aspect of their training as too short, while some CMHOs and CPNs identified gaps in their training in the areas of psychotropic medication prescribing as well as the assessment and diagnosis of mental health conditions even though they routinely perform these duties. One CMHO wrote:
'we are not trained to diagnose or treat mental conditions even though the reality is that this forms a huge part of the work we do on a daily basis'. A CPN also wrote: 'CPNs are not given enough training to be able to carry out tasks in the absence of a doctor, e.g. prescribing medication'.
In-service training opportunities for CMHWs
The CMHWs were asked about the frequency with which they attend in-service training and a comparison of the responses from the different CMHWs was made using cross tabulation. This showed statistically significant differences between the CMHW types and the frequency with which they attend in-service training as shown in Table 3 .
The results in Table 3 indicate a higher proportion of CMHOs (73%) reported that they had rarely or never attended in-service training compared with CPOs (31.6%) and CPNs (40.8%). Overall, only 4.9% of CMHWs reported that they regularly attend in-service training. The mental health workers were asked to identify areas covered by in-service training in which they have participated. A test of the association comparing the different CMHW types and the types of in-service training they said they had attended was made. The results are as shown in Table 4 . Table 4 shows there was a statistically significant difference between the different CMHW groups and the types of in-service training they said they had attended except 'other'. A significantly higher proportion of CPOs compared with CMHOs and CPNs reported that they had attended all the different types of in-service training.
When the views of psychiatrists were sought regarding this issue, seven (63.6%) expressed the view that CMHWs avail of in-service training in the area of patient assessment, 10 (90.9%) said they avail of in-service training on the diagnosis of mental health conditions, three (27.3%) said they avail of in-service training in the management of risk in mental health, four (36.4%) said they avail of in-service training in communication skills, two (18.2%) said they avail of in-service training in counselling skills while 9 (81.8%) said they avail of in-service training in medication prescribing. Similarly, the numbers/proportion of health policy coordinators and implementers expressing views that CMHWs avail of in-service training in specific areas were as follows: patient assessment, 14(48.3%); Diagnosing mental health conditions, The CMHWs were asked to identify areas in which they would like to receive further in-service training. There was no statistically significant difference in the different CMHW groups and the types of in-service training they said they will like to attend except 'communication skills', for which a significantly higher proportion of CPOs (57.9%) than CMHOs (31.1%) and CPNs (49.3%) reported that they will like to attend (P-value ¼ 0.03).
Other areas that the CMHWs identified that they would like further in-service training included: leadership and management, documentation and report writing, bereavement counselling and addiction counselling. Similarly, some psychiatrists identified that the CMHWs will need further in-service training in the areas of report writing and learning about the physical consequences of mental disorders.
Frequency and quality of the supervision available to CMHWs
The CMHWs were asked about the frequency with which they receive supervision and a test of the association between the different CMHW types and the frequency with which they receive supervision was made. The results are as summarized in Table 5 .
The results in Table 5 indicate that there was a statistically significant difference in the frequency with which the work of the different types of CMHW groups was supervised. Of interest, a higher percentage of CHMOs (35.1%) than CPOs (21.1%) and CPNs (9.9%) said their work is not supervised. Also of relevance, 50% of all CMHWs said they either received no supervision at all or, at most, less than once monthly supervision. When asked about how frequently they provided supervision for CMHWs, six (54%) psychiatrists reported that they regularly provide supervision, three (27.3%) reported that they often provide supervision, one (9.1%) said sometimes and one (9.1%) said rarely. This last psychiatrist who works in a teaching hospital qualified the situation:
Psychiatrists working in teaching hospitals work under the ministry of education while the community mental health workers work under the ministry of health which makes it impossible for psychiatrists in teaching hospitals to work with and supervise the work of these mental health workers.
The CMHWs were also asked about who provides supervision for the work they do. Overall, 1 1.4%) CMHO, 5 (26.5%) CPOs and 11 (15.5%) CPNs reported they are supervised by a psychiatrist, 5 (8.6%) of CMHOs, 7 (36.8%) CPOs and 5 (7%) CPNs said they are supervised by a District Medical Officers and 22 (29.7%) CMHOs, 3 (15.8%) of CPOs and 21 (29.6%) of CPNs said they are supervised by a CPN. In addition, eight (10.8%) CMHOs four (21.1%) and eight (11.3%) CPNs said they are supervised by CPOs and 15 (20.3%) of CMHOs, 3 (15.8%) of CPOs and 25 (35.2%) of CPNs said they are supervised by others. There were no statistically significant differences between the CMHW types and who provided them supervision.
In contrast, three (27.3%) psychiatrists were of the opinion that CPNs are supervised by psychiatrists, five (45.5%) said they are supervised by District Medical Officers, two (18.2%) said they are supervised by other CPNs while one (9.1%) was of the opinion that they are supervised by CPOs. Similarly, eight (72.7%) of the psychiatrists said CPOs are supervised by psychiatrists and three (27.3%) said they are supervised by District Medical Officers. Furthermore, nine (81.8%) of the psychiatrists reported that CMHOs are supervised by CPNs, one (9.1%) said they are supervised by psychiatrists and one (9.1%) said they are supervised by District Medical Officers. n, number; df, degrees of freedom; %, percentage; P-value, significance value. In respect of health policy directors, 11 (37.9%) expressed the view that CPNs are supervised by District Medical Officers, seven (24.1%) said they are supervised by other CPNs, five (17.2%) said they are supervised by CPOs and six (20.7%) said they are supervised by others. Furthermore, 3 (10.3%) reported that CPOs are supervised by psychiatrists, 18 (62.1%) said they are supervised by District Medical Officers, 2 (6.9) said they are supervised by CPNs and 6 (20.7%) said they are supervised by others. Finally, 3 (10.3%) perceived that CMHOs are supervised by psychiatrists, 13 (44.8%) said they are supervised by District Medical Officers, seven (24.1%) said they are supervised by CPNs, three (10.3%) said they are supervised by CPOs and the remaining three (10.3%) said they are supervised by others.
Frequency and quality of the feedback offered to CMHWs from supervisors
The CMHWs were asked about the frequency with which they receive feedback from their supervisors. A test of the association between the different CMHW types and the frequency with which they receive feedback from their supervisors was made using the Fishers Exact test. The results are as summarized in Table 6 .
The results in Table 6 indicate that there was a statistically significant difference in the frequency with which the work of the different types of CMHW groups receives feedback from supervisors. Of interest, a higher percentage of CHMOs (40.6%) than CPOs (21% and CPNs (28.1%) said they rarely or never receive feedback from supervisors. Overall, only 30.5% of all CMHWs said they always or often receive feedback from supervisors. When the psychiatrists were asked if they provide feedback to CMHWs they supervise, five (45.5%) responded 'Always', three (27.3%) responded 'Often', one (9.1%) responded 'Sometimes' and two (18.2%) responded 'Rarely'.
In contrast, when asked about feedback from supervisors, 6 (20.7%) health policy directors expressed the opinion that supervisors always provided feedback to the CMHWs, 3 (10.3%) said they often provide feedback, 15 (17.2%) said they sometimes provide feedback whilst 5 (17.2%) said supervisors rarely provide feedback to the CMHWs.
The CMHWs were asked about the quality of the supervision they receive from their supervisors. A test of the association between the different CMHW types and the quality of the supervision they said they receive was made. The results are as summarized in Table 7 .
The results in Table 7 indicate that there was a statistically significant difference in the quality of the supervision which the different types of CMHW groups felt they receive from their supervisors. Of interest, a higher percentage of CHMOs (42.1%) than CPOs (26.3% and CPNs (26.4%) rated the quality of the supervision they receive as either low or very low. Overall, 37.4% of all CMHWs rated the quality of the supervision they receive as either low or very low.
In contrast, all 11 (100%) psychiatrists rated the quality of the supervision they provide as either 'high' (8 psychiatrists) or 'very high' (3 psychiatrists), although they all agreed that there are some constraints with providing supervision for CMHWs, including 'time constraints' (9 psychiatrists), 'increased work load' (10 psychiatrists) and 'no incentives to provide supervision' (6 psychiatrists) and 'other challenges' (3 psychiatrists). Similarly, 18 (62%) of all health policy coordinators and implementers rated the quality of supervision received by the CMHWs as either low or very low and they all agreed that there are challenges associated with the provision of supervision for CMHWs, including time constraints on the part of the supervisors n, number; df, degrees of freedom; %, percentage; P-value, significance value. lack of training to give supervision on the part of the supervisor and to receive supervision on the part of the CMHW.
Discussion
Training for CMHWs
Almost all stakeholders working to improve Ghana's mental health delivery believed that the core training received by CMHWs from mental health training institutions in Ghana is adequate for the role they play. As the training of all the CMHWs is specific to mental health care, rather than general health care, it is not surprising that almost all stakeholders will find the training they received as adequate. This notwithstanding, many CMHWs identified several gaps in their core training which may invariably impact on their ability to provide the care they currently provide. The core training and job description of a CMHO e.g. does not cover medication prescribing. However, as one psychiatrist reported, most of them prescribe medication. This is also well illustrated by the CMHO who wrote: 'we are not trained to diagnose or treat mental conditions even though the reality is that this forms a huge part of the work we do on a daily basis'. There seems therefore to be a discrepancy between the duties CMHOs perform on a day to day basis and the role and duties they are expected to play; with their core training curriculum equipping them for the role they are expected to play but not the role they play in reality. There is therefore a deficiency in the training of CMHOs which could be addressed through a thorough review of their core training curriculum and also through regular in-service training. It may be useful under these circumstances for the training of CMHOs to be expanded to cover the prescription of simple psychotropic medication. This will not only give legitimacy to what is already happening by default but will also ensure that CMHOs possess the requisite knowledge and skill needed to perform tasks they are already performing within their communities due largely to the absence of higher trained mental health cadres. Research has shown that lay health workers who undertake specific training with clearly defined responsibilities can complement and support services provided by more skilled health workers (Dovlo 2004; Lewin et al. 2005; Mullan and Frehywot 2007) . Unfortunately, more than a third of all the CMHWs reported that they have never availed of in-service training since graduating from their mental health training institutions, including 64 (91.8%) CMHOs who reported that they had not received any in-service training in medication prescribing although we can surmise from the results of or study that most of them do prescribe medication. A possible explanation as to why a higher proportion of CMHOs than CPNs have not availed of any in-service training could be because the CMHO category is a recent addition to the mental health workforce and so they might not have been around sufficiently long to have had an opportunity to attend an in-service training programme. This notwithstanding, the fact that they perform tasks outside those areas covered by their core training with no in-service training should concern all stakeholders as it raises serious concerns about quality of care and patient safety. It is therefore imperative that the government develop clear treatment protocols and an evidencebased framework defining the scope of practice as well as establishing boundaries for what is already happening by default across most of rural Africa, where psychiatrists are absent and patients need care (Rajaraman et al. 2012) .
Another concerning finding is the discrepancy between a low 23.8% of all CMHWs reporting that they have availed of in-service training in medication prescribing and the contrasting high 81.8% and 62.1%, respectively, of psychiatrists and policy directors who reported that all CMHWs avail of in-service training in medication prescribing. The reality that most CMHWs said they do not avail of any in-service training in medication prescribing needs to be addressed at the policy level. Another disparity is that as much as 75% of all CMHWs said they have availed of in-service training in risk assessment and management compared with only 27.3 and 27.6%, respectively, of psychiatrists and health policy directors who perceive that CMHWs avail of such in-service training. Although these claims by the CMHWs could not be independently verified in our study because responses were all anonymized, these disparities are still suggestive of a disconnect between what in-service training psychiatrists and health policy directors perceive to be available to CMHWs and what may be available to them in reality. The importance of ongoing training has been highlighted by qualitative interviews in which community health workers in South Africa (Suri et al. 2007 ) reported a desire for better training and supervision to meet the formidable challenges posed by the synergy of HIV, tuberculosis and poverty. Similarly, a study done in Zambia found that additional training needs were identified by almost 85% of lay counsellors (Sanjana et al. 2009) , which is consistent with the what we found in our study for CMHWs.
Supervision and feedback for CMHWs
Overall, our study found that about a fifth (37, 22.6%) of all the CMHWs, including 26 (35%) of CMHOs reported that they receive no supervision for the work they do, even though, like all psychiatrists and health policy directors, all CMHWs were able to identify health personnel categories they perceive should provide supervision for the different types of CMHWs. A possible explanation to why a higher proportion of CMHOs, compared with CPNs and CPOs, reported that they do not receive any supervision could be because more CMHOs than CPOs and CPNs work in isolation in remote locations or districts of Ghana. Any practitioner working in isolation can fall into the trap of inadvertently making the same mistakes and developing improper techniques and/or make incorrect decisions (Chu et al. 2011) . It may therefore be necessary, particularly since CMHOs often perform tasks outside their designated job descriptions, to address their supervision needs through innovative ways such as the use of tele health, including video conferencing. Supervisory roles can work two ways, both as a motivational factor for those entrusted with new supervisory roles but also a disincentive especially in a situation of serious shortages of workers and limited incentives (Munga et al. 2012) . More than half of all CPNs said they receive at least weekly supervision compared with only a third of all CMHOs who said their work is supervised at least weekly. Given that CMHOs are the least trained of all the CMHWs, it is expected contrary to what is observed that they will receive the most frequent supervision to ensure that they are working within the limits of their training and capabilities. Policy makers will therefore have to correct this anomaly by formalising supervision arrangements for all CMHOs. In a study in Tanzania to provide a descriptive account of the potential opportunities or benefits and the likely challenges which might ensue as a result of implementing task shifting, the majority of respondents both at the national and district levels pointed out that with simple and standardized procedures for managing simple clinical procedures, and strong supervision and mentoring, task shifting can produce some good results (Munga et al. 2012) . Our results suggest there are no clear guidelines around supervision for CMHWs and who should provide this supervision as all the three groups of respondents (CMHWs, psychiatrists and health policy directors) offered markedly different responses about who supervised the work of CPNs, CPOs and CMHOs. Patel et al. (2010) suggest that scaling up of mental health services can only be achieved effectively if there is an increase in the specialist mental health resources to provide effective and sustained supervision and support for non-specialist providers.
Overall, 30 (18.3%) of the CMHWs said they never receive any feedback from their supervisors while 39 (23.8%) said they do not feel supported by their supervisors. A significantly large proportion (40.6%) of the lowest trained cadres, CMHOs, reported that they rarely or never receive any feedback from supervisors compared with CPOs (21%) and CPNs (16.9%). Furthermore, more than half of all CMHOs rated the quality of supervision available to them as either low or very low. This is significantly more than the about a quarter each of all CPOs and CPNs who rated the quality of supervision available to them as either low or very low. These data raise further questions about the level of support and monitoring which is in place for the least trained mental health cadres to ensure that they provide quality care for service users in their communities. Of significance, in contrast to reports by many CMHWs, no policy director expressed the opinion that CMHWs never receive feedback from their supervisors which further suggest the presence of a disconnect between the experience of some CMHWs and the perception of those who coordinate or implement policy. Our results suggest that there is no difference between the categories of health workers who provide supervision for the different CMHWs. Furthermore, only a small proportion of all the CMHWs reported that they are supervised by psychiatrists including; 1 (1.4%) CMHO, 5 (26.5%) CPOs and 11 (15.5%) CPNs, which is expected given that there are only 18 psychiatrists working in a country with a population of over 25 million people. Interestingly, no psychiatrists reported that he/she never provides feedback to the CMHWs they supervise although it is noteworthy that they supervise only a small proportion of all the CMHWs, including <2% of all CMHOs who took part in this survey. Again, while 47 (28.7%) CMHWs reported that the supervision they receive does not meet their needs, with a further 61 (37.2%) reporting that the quality of the supervision they receive is low or very low, none of the psychiatrists shared this view in respect of the supervision they provide. This may be because the psychiatrists supervise only a small proportion of CMHWs and so although they may be offering appropriate supervision, this is not available to the majority of mental health cadres. There is therefore the need for policy directors within Ghana's Ministry of Health to make efforts at ensuring that all CMHWs are appropriately supervised at the local level, in-particular, as some, especially CMHOs seem to perform tasks for which they have no training. To ensure adequate quality, reduce burnout, and encourage recognition of responsibilities, the provision of training, supervision, monitoring, and evaluation for health care workers are all critical (Chu, Peter et al. 2009 ). In addition to receiving supervision, it may be helpful to train more senior CMHWs so that they can offer supervision and support for their colleagues. Both psychiatrists and health policy directors identify that there are challenges which hinder CMHWs from receiving adequate supervision, including time constraints and the lack of incentives to provide such supervision. In a study in Tanzania by Munga et al. (2012) , they concluded that implementing task shifting may not only be costly but also time consuming. One respondent in their study was quoted as stating that:
Since implementing task shifting requires special supervision in order to ensure that quality of service is not compromised, it will be costly and time consuming for the few available skilled staff as most of their time will be spent to supervise lower cadres or unskilled workers.
There is a need for Ghana's Ministry of Health to address these challenges, in particular, by providing adequate incentives for skilled mental health workers who are expected to provide such supervision. It is envisaged that any investments made in improving the training and supervision arrangement for CMHW can be off-set by savings expected from the use of lower level cadres rather than higher level cadres in performing the specific task which has been shifted. In any particular country, the CHOICE programme of the WHO deems an intervention to be highly cost-effective if it generates an extra year of healthy life for an amount no greater than the country's per capita gross domestic product (WHO 2011a). A cost analysis study calculates resources needed to deliver an intervention and can provide useful information on affordability for service providers and policy-makers (Chang et al. 2013) . Several studies have shown task shifting to be a cost effective way of scaling up health services (Babigumira et al. 2009 (Babigumira et al. ,2011 Buttorff et al. 2012; Chang et al. 2013) . For example Buttorff et al. (2012) evaluated the cost-effectiveness and cost-utility of the MANAS trial to see if the additional resources needed to train, pay and supervise the lay health workers used in the 'task-shifting' approach to the primary care of common mental disorders would promote recovery and reduced disability in a more cost-effective manner than more conventional care (Buttorff et al. 2012) . Their study results indicate that the intervention was both less costly and more effective than enhanced usual care in terms of all the health outcomes investigated. They conclude that such task-shifting can reduce the total costs of the care of patients with depression and/or anxiety and improve health outcomes in public facilities. Ghana's Ministry of Health could take cues from these findings and invest more in the training and supervision arrangements for CMHWs as a way of bringing both health and economic benefits to the mental health delivery system. The government should also commission a study to examine the cost effectiveness of shifting specific mental health tasks from psychiatrists to CMHWs.
Limitations of the study
There are a few limitations to our study. First, although the survey questionnaires were well researched, based on the study objectives and pre-tested before use, they are nonetheless not validated instruments. Second, only 11 of the 18 psychiatrists working in Ghana could be contacted although an effort was made to contact all of them. It is possible that those psychiatrists who were not contactable will have varied perspectives about task shifting within Ghana's mental health delivery system. Similarly, for logistic and other reasons, the policy coordinators were from only 27 of the 177 districts of Ghana with the bulk working in the Eastern Region, which means their views may not be nationally representative. This notwithstanding, a nationally representative sample of CMHWs was included in the study which is a strength of this study. Also, the responses of the CMHWs regarding which in-service training they had availed off could not be validated because the responses were all anonymized. Furthermore, the paper and pen adopted in collecting qualitative data could have hindered the responses to open ended questions. To address this deficiency, the authors have planned a follow-up qualitative study comprising of key informant interviews and focus group discussions with relevant stakeholders to explore the issues studies further. Finally the study does not explore the views of patients and their carers even though they are important stakeholders whose views should not be ignored. To address this limitation, the authors are also considering proposals for a supplementary study to explore the views of patients and their carers on the subject of task shifting within Ghana's mental health delivery system.
Conclusion
Stakeholders in Ghana perceive the training received by CMHWs as adequate for the role they are expected to play within Ghana's mental health delivery system. This notwithstanding, all the stakeholders identify several gaps in the training of CMHWs for the work they actually do within the mental health delivery system. There were also disparities between what CMHWs said were their experiences and the perception of policy makers with respect to the types of in-service training that is available to CMHWs. Some of the gaps in the training of CMHWs could be comprehensively addressed through an expansion of the core training curriculum and in-service training. A significant proportion of CMHWs, in particular CMHOs who are the least trained mental health cadres, do not receive any form of supervision and many report that the quality of the supervision they receive is either low or too low, views which were shared by a significant proportion of health policy coordinators but not psychiatrists in respect of the supervision they provide. There is a need to review the curriculum of the training institution for CMHWs and also to offer them regular formal in-service training, enhanced and regular supervision. There should also be an appropriate and regular monitoring of tasks performed by all CMHWs to ensure that they match their training and competencies. The findings of this study suggest that many of the CHMOs are working beyond their scope of practice with inadequate training and supervision to support them in doing so. This situation should raise concerns about the quality of care being provided and the safety of patients under their care and calls for further research that assesses quality of care provided by these cadres, both from the health professionals' perspective but also from the patient and community's perspective.
Ethics and institutional approval
The study received institutional review board approvals from the School of Medical Sciences, Kwame Nkrumah University of Science and Technology, Kumasi, Ghana (Reference number: CHRPE/AP/300/ 13) and the Health Policy and Management and Global Health Ethics Committee at Trinity College Dublin (Reference number: 07/2013/06). The study also received operational approval from the office of the Chief psychiatrists of the Ghana Health Service. All study participants received information leaflets about the study and provided written informed consent before completing the survey questionnaires.
